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This report is the result of an Initial State
licensure survey and occupancy survey
conducted onsite on March 21, 2023, and
completed offsite on April 14, 2023, at
East Norriton Surgical Center. It was
determined the facility was in compliance
with the requirements of the Pennsylvania
Department of Health's Rules and
Regulations for Ambulatory Care
Facilities, Annex A, Title 28, Part IV,
Subparts A and F, Chapters 551-573,
November 1999, and the current edition
of the Guidelines for Design and
Construction of Hospital and Health Care
Facilities.
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Certified End Page

EAST NORRITON SURGICAL CENTER, LLC

STATE LICENSE NUMBER: 50851501
SURVEY EXIT DATE: 04/14/2023

I Certify This Document to be a True and Correct Statement of Deficiencies and
Approved Facility Plan of Correction for the Above-Identified Facility Survey
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Jeane Parisi Debra L. Bogen, MD, FAAP
Deputy Secretary for Quality Assurance Acting Secretary of Health
pennsylvania
DEPARTMENT OF HEALTH

THIS IS A CERTIFICATION PAGE
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THIS PAGE IS NOW PART OF THIS SURVEY



